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Noninvasive diagnosis THE RECOGNITION of exophytic lesions in patients with fungal endocarditis is critical to prompt institution of rational and effective therapy. Cardiac catheterization may be hazardous because of potential serious embolic complications. Thus, a noninvasive method, such as echocardiography, would be desirable for rapid, safe identification of the pathologic process.
Methods
Echocardiography was performed using a Unirad Ultrasonoscope and an unfocused transducer, employing piezoelectric crystal 9.5 mm in diameter with a primary resonant frequency of 2.25 MHz. The echocardiograms were recorded either on polaroid film directly from the conventional oscilloscope (case 1), or on a strip chart record, using the Honeywell model 1856 fiberoptic system.
The patients were studied in the supine position with the transducer on the anterior chest wall just to the left of the sternum in the third or fourth intercostal space. The sound beam was carefully manipulated until the characteristic pattern of motion of the anterior mitral valve leaflet was identified. The Excised specimen (f aortic unl/e from second patient (M. T.)
demnonstrates hbtlky, exophiytic character Of flongal cegetations.
Discussion Candida endocarditis carries a serious prognosis and may present clinically with minimal auscultatory and hemodynamic findings. Recent reports emphasize the importance of early surgical replacement of the diseased valve and document the relative safety of the early surgical procedure, despite the presence of active infection and "inadequate" blood levels of antifungal agents." 2 This aggressive therapeutic approach has resulted in decreased morbidity and mortality." 3 4 Candida endocarditis was first reported as an autopsy finding by Friedman and Donaldson in 1939. 6 In the following year the first clinically diagnosed case of Candida endocarditis was reported in a narcotic addict.6 During recent years, however, there has been an increasing frequency of this disease. The reasons may include the following: 1) improved diagnostic techniques, such as immunologic testings for Candida antibodies;3' 7 2) superinfection resulting from prolonged use of antibiotics, steroids and immunosuppressants;9 3) the increasing incidence of narcotic addiction. The specificity and sensitivity with which bacterial lesions of cardiac valvular structures can be detected echographically has not been established. However, the ability to demonstrate reliably bacterial vegetations of the aortic valve cusps has been shown to be, at least in part, dependent upon a lesion size in excess of 3 mm.`Since the numerous vegetations of bacterial endocarditis are frequently small, it is reasonable to assume that these may escape echographic detection.
Aortic valve perforation with severe valvular regurgitation resulting in cardiac failure is the usual cause of death in aortic bacterial endocarditis.`2 In these patients premature closure of the mitral valve resulting from rapid increase in left ventricular volume has been demonstrated echographically. 13 In contrast, in Candida endocarditis, the pathologic process involving the valve is proliferative and bulky;4 the regurgitant volume may not constitute a prominent hemodynamic problem; and the friable lesions, as illustrated by the two cases presented, have a marked tendency for embolization. The characteristic bulkiness of the lesion appears to facilitate echographic identification. We have observed similar echographic pictures associated with very advanced and partially treated cases of bacterial endocarditis but no case of bacterial endocarditis in our experience has demonstrated the bulky cluster of echoes filling the aortic root as seen in the cases presented here. It is also probable however, that large bacterial lesions would mimic the findings described here. The fact that these patients were young and had no significant prior history of valvular disease was important in avoiding a potential source of misinterpretation. The highly mobile, mass-like character of the lesions demonstrated in these echocardiograms could have been masked by thickened, poorly mobile cusps associated with pre-existing aortic stenosis.
The value of a rapid, noninvasive method, such as echocardiography, to detect the presence of vegetative involvement of the aortic valve is threefold: 1) early diagnosis allows early institution of surgical therapy to reduce the incidence of systemic embolization (the prognosis with medical treatment alone is extremely grave); 2) prior knowledge of the presence of exophytic lesions provides a distinct advantage when performing any necessary cardiac catheterization; and 3) bedside examinations are possible in seriously ill patients.
The echographic detection of fungal vegetations involving a Starr-Edwards prosthesis was reported by Shelbert and Mueller,'4 but to our knowledge our report represents the first documented cases of echographically demonstrated fungal lesions involving natural aortic valve structures.
